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INSTRUCTIONS:  Mail to:  Indiana State Department of Health 
             Partner Relations - 8B                                                     __________________________________________ 

               2 N. Meridian St                              (county or city health department) 
               Indianapolis, IN 46204 
         Due Date:  January 31 
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Board Chairperson: ________________________________________________  Vice-Chairperson: _____________________________________________ 
   
Person Completing Form: ___________________________________________  Phone #: _______/______________________     Date: ________________ 
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